A case was presented to illustrate a variation of management of this condition.
It is now accepted that the concept of a total area at risk (Way 1948) necessitates the removal en bloc of a mass of tissue incorporating skin, -fat, vessels and lymphatics and completing this sandwich with the deep fascia, in order to remove the lymph nodes within it, as node involvement occurs in about 40 % of cases of vulval carcinoma (Way 1951 , 1960 , Green et al. 1958 .
Closure of the wound is often not considered of prime importance and yet this certainly causes much morbidity and some mortality and necessitates a prolonged recovery period.
The operation as performed in Oxford recommends wide excision in the usual manner and provides an operation specimen of classical proportions, but aims for primary closure of the wound without undermining the skin edges.
This was achieved in the presented case by holding the hips in a flexed position during the postoperative period and employing continuous suction drainage by Redi-vac within the groin wounds. Vigorous physiotherapy afterwards prevents joint deficiencies. Other methods used incorporate the swinging of flaps across the deficient areas.
Since local recurrence always remains a possibility after any surgical treatment of this condition, a means of employing local radiotherapy selectively to the area of greatest risk has been devised. This takes the form of a high energy gamma source, iridium wire, after-loaded into narrow polythene tubes, which are implanted into the wound at the time of surgery. It is 6 hoped that radiotherapy may have a greater part to play in the treatment of the condition when used in this supplementary way, since by this means a lethal dose can be delivered to a small volume of tissue without exposing the greater part of an area notoriously sensitive to irradiation complications.
Ruptured Bilateral Tubal Pregnancies
Roger Neuberg MB MRCOG (The Middlesex Hospital, London WI) An obese 20-year-old single girl was admitted with a diagnosis of threatened abortion after seven weeks' amenorrhaea. After seven days of rest she was discharged home. Her immunotests remained positive.
One week later she was readmitted as an incomplete abortion. The uterus was evacuated. Placental tissue was removed but unfortunately was not sent for histological section. She was discharged symptom-free on the third postoperative day.
Six days later she was admitted with symptoms and signs of acute pelvic inflammation. As there was no improvement on treatment she was examined under aneesthesia. A large pelvic hematocele was palpable for the first time. At laparotomy there was a right ruptured tubal pregnancy. Routine examination of the left tube revealed a fresh rupture in its middle third. Right salpingo-oophorectomy and repair of the left tube were performed.
